Recent studies have highlighted the importance of management in the health care sector. Positive correlations have been found between clinical and economic performance. Although there is still controversy regarding what kind of management and which managers should lead health care organizations and health systems, we now have interesting evidence to analyze. Starting with a systematic review of the literature, this article presents and discusses the streams of knowledge regarding how management can influence the quality and sustainability of health systems and organizations. Through the analysis of 37 studies, we found that the performance of health care systems and organizations seems to be correlated with management practices, leadership, manager characteristics, and cultural attributes that are associated with managerial values and approaches. There is also evidence that health care organizations run by doctors perform better than others. Finally, we provide a roadmap that indicates how the relationship between the management and performance of health systems and organizations can be further and more effectively investigated.
relative prices of health care inputs has created a cost crisis, with increasing efforts at containment [7] . At the same time, until the 1990s, the possibility of matching skyrocketing costs with increases in funding led many health care organizations and systems to overlook inefficiencies in the production process that have subsequently aggravated sustainability issues. Throughout the 1980s, sustainability issues and the inefficiency of health care delivery were still largely addressed by putting more money into health systems, with more public resources allocated to the National Health Systems (NHS) or insurance fees increased [8] . Figure 1 illustrates the vicious cycle that often plagued tax-based systems during this period: when the technical system (the delivery system) required more resources, the characteristic response of physicians and other health professionals was to press politicians for more funding for the health care system. Within this dialogue, very little attention was paid to the effectiveness or efficiency of health care processes [9] [10] [11] : more specifically, clinicians focus on the individual patient, the effectiveness of the care, and evidence-based practices with little attention to cost control; however, addressing managerial and sustainability issues requires a vision that is oriented toward the entire population and greater attention to allocative efficiency and cost control. In retrospect, it is clear that this approach would be problematic in the long term.
Historically, the professional and cultural autonomy claimed by clinicians [12, 13] largely meant that clinical processes were treated as a ''black box'' with which managers should not interfere. In predominantly market-based systems, some control was exerted through contractual arrangements. In tax-based systems, however, attempts at control occurred via inputoutput evaluations [14] (Fig. 2 ). More specifically, in the 1980s, control of health care expenditures was mainly based on the planning and allocation of inputs (e.g., through limitations on the number of beds, staffing, and purchasing policies). Then, in the 1990s, output measures (e.g., measures for medical visits, prescriptions, and diagnostic examinations) were introduced. Only at the end of the 1990s did health outcome measures begin to be used (e.g., measures of prevented deaths, life-years gained, and coverage of health care needs).
The content and methods of delivery processes were addressed only at the margins. Although clinical/critical pathway tools, process reengineering approaches, and lean management techniques emerged at the end of 1990s, their implementation seemed to be inconsistent and limited [15, 16] . In addition, clinical governance tools and audit methods started to flourish and spread in the late 1990s [17] . For many years, the impact of general or business managers on clinical processes was quite limited.
Currently, because of the recent financial crisis, political decision makers and managers are trying to regain control over the cost of health systems through a renewed focus on controlling inputs [18, 19] . Limits on the recruitment or replacement of personnel, purchasing policies, and experimentation with new technology are being imposed on health organizations. Payments and tariffs for care treatments are being renegotiated and reduced. Almost without exception, controlling expenditures in the short term means controlling inputs. The renewed focus on inputs and resource containment has several disadvantageous consequences. First, cost-containment policies do not explicitly lead to structural interventions in the working methods adopted by professionals and administrative staff at health care organizations. Second, cost and input containment policies might equally affect high-and low-performing organizations in the same health care system. Moreover, if cuts are implemented horizontally, universality is substantially impaired. Without changes in the way health care services are supplied, cuts can primarily affect access, equity of treatment, and quality.
Beginning in the 1970s, the challenges of sustainability with health care systems were addressed by using the concept of ''rationing'' as one of the best ways to give patients equitable access to high-quality care within an economically rational framework. Rationing incorporated a series of different perspectives that were intended to promote 1) priority setting in decision making [20] and 2) improved delivery processes through a better understanding of and more appropriate action on the ''black box'' of clinical process [21] . The inappropriate use of diagnostics, drugs, and therapies, defensive medicine, artificial variability, turf wars among specialists, and resource waste could no longer be tolerated. Sensitive decisions such as those regarding when to use expensive biodrugs, prostheses, or medical devices in patients with a low probability of positive outcomes or which prostheses or drugs to use for patients with limited life expectancy are central issues within public and social insurance-based systems. However, the rationing approach achieved relatively little significant reduction in total provision, as there was a lack of consensus about services to be abandoned and little political will to confront challenging decisions.
Rationing efforts need to be undertaken with a renewed focus on the professional system to improve the involvement of physicians in addressing these challenges [22] . Management models may be helpful in this context. In fact, according to recent studies and debate, management can enhance the value produced by health systems, organizations, and professionals [23] [24] [25] . Most health systems are actively pursuing the managerialization of their health organizations [26, 27] . What kind of management and which managers, however, should be used? How can management be reconciled with ethics in sensitive decisions? In the last 5 years, interesting, but limited, evidence has increasingly demonstrated that management does matter [19, 28, 29] . The following section describes some of the most recent studies and streams of research that address management and health organization performance, which ultimately affects the sustainability and universality of health systems. Nonetheless, we also argue that we are not likely to advance research in this field until we address the robustness of our methods and data and consider the barriers to collaborative multidisciplinary studies with a shared focus. A roadmap for such future studies is developed and discussed in the last section.
Does Management Matter in Health Systems: A Review of Literature
In recent years, both practitioners and researchers have renewed their interest in the impact of management on the performance of health systems and organizations. A systematic search of all English references was performed by using Business Source Complete, Emerald, ScienceDirect, and PubMed. Survey items that match with the following keywords were extracted: management, management practice, management impact, health care services, quality, health care organizations, and health care performance. The search included both theoretical and empirical studies with no time restrictions. Moreover, we also included the few relevant reports by international research institutes (London School of Economics, King's fund). A scientific working paper that details the methods and results summarized in the abovementioned reports was also included in the analysis [30] . We selected 37 articles and reports on the basis of the search guidelines and their relevance to the topic.
The results of the review demonstrate that some streams of research began to develop in the 1990s, but the more recent empirical reports show that interest in evaluating the impact of management on clinical and other aspects of performance is intensifying. Presumably, this shift is connected with the fact 
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that managers in health care face inconsistent or conflicting external stakeholder expectations, many of which stem from relatively strong but fragmented institutional forces and from increasingly strong market forces. The greater the complexity of the context, the more systems seek to ''managerialize'' their health organizations to find a solution [23] . The questions of whether management matters, how it matters, and what kind of management should be used are becoming central. Nevertheless, performance assessment is still controversial: some authors [31, 32] have suggested that performance management based on targets could produce a range of unintended and dysfunctional consequences, notably the distortion of clinical priorities, gaming, the bullying and intimidation of staff, and decreased confidence among staff and the public. Although we have to improve the way in which we set performance targets for health care organizations, we also have to determine whether good management practices can have a positive impact on performance.
The studies of the impact of management on health care performance can be broadly divided into four categories: 1) studies that describe the impact of management practices on performance, that is, the impact of planning, organizing, coordinating, commanding, and controlling [33] ; 2) research that focuses on the impact of managers' characteristics on performance, including their background, career history, and investment in management training; 3) research that investigates the impact of the engagement of professionals in management on performance; and 4) studies that analyze the impact of organizational culture and management styles on performance.
The Impact of Management Practices on Performance
Working within the first category of research, earlier contributions did not find a general relationship between management and hospital performance [34] : however, in the same study by Street et al. [34] , there was some evidence of a quadratic relationship between management spending and the operating surplus generated and performance as compared with the 3-month waiting time standard for inpatient admission specified in the Patient's Charter. Although more recent studies have highlighted correlations between management practices and performance [26, 35] , Bloom et al. [30] conducted a study of more than 1100 hospitals in seven countries and found that management practices in orthopaedics and cardiology departments showed a correlation with clinical performance. The evidence demonstrates that improved management practices in hospital are associated with significantly lower mortality rates (for emergency heart attack admission-atrial myocardial infarction) and better financial performance (increases in income per bed). The same research stream includes studies on operations management as it is applied to health organizations. Mazzocato et al.'s [36] review of lean management practices in health organizations from the 1998 until 2008 identified 33 articles that describe cases of lean change and report positive results in terms of efficiency, productivity, and quality. Furthermore, studies of leadership report a positive and significant correlation with the performance of health organizations. However, leadership is not equivalent to management practices: Kotter [37] indicated that management practices involve planning, budgeting, organizing, staffing, and controlling and distinguished them from problem-solving and leadership processes that establish direction and motivate and align people. Moreover, leaders can engage in a range of managerial behaviors that affect individual and team performance [38] . A review conducted by Gilmartin and D'Aunno [39] identified 60 empirical articles in which leadership in the health care context is associated with individual and group satisfaction, retention, and performance. Alimo-Metcalfe et al. [28] carried out a longitudinal empirical study that used quantitative methods to examine the relationship between quality and attitudes related to leadership and organizational performance; one leadership quality (''engaging with others'') was shown to be a significant predictor of organizational performance. Moreover, the recent King's Fund report [29] , based on a review of the evidence on the topic, suggests that the NHS requires strong leadership and management ''from the ward to the board'' and indicated that ''one of the defining weaknesses of the NHS over the decades has been the lack of involvement of clinicians in management when it is the decisions of clinicians -in particular doctors -that chiefly influence how the budget is spent.''
The Impact of Managers' Characteristics on Performance
The second typology of studies addressed the relationship between the characteristics of managers (e.g., background, career, and training history) and the performance of health care organizations. This research seems to advocate for an increasingly vital role for medical managers and leaders. Bloom et al. [30] found that hospitals with clinically qualified managers exhibit better management practices. Goodall [40] found that the chief executives of the best US hospitals (as ranked by US News and World Report league tables) were predominantly those with clinical backgrounds: 16 of the 21 top-ranked hospitals were led by doctors. Mascia and Piconi [41] studied the correlation between managers' career paths and performance in the Italian NHS and found that the chief executive officers who accumulated experience in a large number of health care structures and who spent time working at the most prominent hospitals were also more likely to achieve higher levels of managerial performance.
The Impact of the Engagement of Professionals in Management on Performance
The third stream of research is based on the idea that the engagement of doctors in management is beneficial; some scholars concentrate on approaches to measuring and developing clinical engagement as a means to achieve organizational performance. This category includes studies that show how ''doctorleaders'' are better able to influence their colleagues' clinical activities than are nonmedical managers but also struggle to win over fellow doctors in asserting the importance of management for performance [42] . Several scholars have also discussed the risks of and resistance to this hybridization process in which doctors are becoming clinician-managers [9, [43] [44] [45] . Others, however, argue that the engagement of clinicians in management is necessary and produces a positive impact on performance [11, 13, [46] [47] [48] . More specifically, some studies of high-performing hospitals found a connection between performance and physician engagement [49, 50] . Moreover, recent evidence suggests a clear association between medical engagement and indicators of improved performance in the United Kingdom [47] . On the basis of the definition of medical engagement as ''the active and positive contribution of doctors within their normal working roles to maintaining and enhancing the performance of the organisation which itself recognises this commitment in supporting and encouraging high quality care'' [47] , Spurgeon et al. developed a reliable and valid measure of medical engagement (the medical engagement scale). The authors collected data from more than 3500 doctors across 30 secondary care trusts (three from each Strategic Health Authority) and found that high levels of medical engagement were significantly associated with improved patient mortality rates, a reduction in incidents leading to severe harm, the maintenance of service provision in all areas (as defined by NHS performance ratings), financial status, care quality, and the achievement of targets across all areas. Figure 3 
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shows the correlation between medical engagement and hospital standardized mortality rates.
A comparison of the 10 trusts that demonstrated the highest levels of medical engagement and those that demonstrated the lowest levels of performance (as defined by the Care Quality Commission's ratings) showed clear and significant differences in overall quality, financial management, core standards, and fulfillment of existing commitments and national priorities (Box 1).
These results indicate that there is a clear and consistent link between medical engagement and performance, confirming that if doctors become more involved in service changes and innovation, productivity and quality outcomes will improve. Because these findings are based on correlations-albeit strong, consistent ones-we cannot presuppose any definitive causal relationship between the two phenomena. It is difficult, however, to see how radical changes in service delivery could be implemented by disengaged, disaffected, and uncooperative medical staff. Furthermore, as health organizations and hospitals in particular reorganize around concepts such as focused care, clinical directorates, and product or service lines, several studies suggest that management skills are required to effectively run the new organizational models, which ultimately contributes to better clinical and financial performance [51] . Finally, a recent editorial in the BMJ by Ham [25] emphasizes that the loss of experienced managers as a consequence of redundancy can jeopardize performance.
The Impact of Organizational Culture and Management Styles on Performance
The fourth category of studies revealed that a contingent relationship exists between performance and organizational culture and management styles. Cultures and management styles varied across hospital organizations and can be associated with a variety of organizational characteristics and measures of performance. An investigation of the cultural attributes of ''high''-and ''low''-performing hospitals shows that the best performers diverge from the rest in terms of their approach to leadership, which is transactional rather than charismatic, and their management orientation, which is based on multidimensional performance management, clear goals, and the use of managerial processes and tools such as strategic planning, budgeting, and business planning [52] . The authors, however, also warn against the risk of dysfunction associated with cultural shifts toward the attributes of high-performing hospitals, such as tunnel vision and an overemphasis on targets. A recent study of what distinguishes top-performing hospitals with regard to their acute myocardial infarction mortality rates reveals that hospitals in the high-performing and low-performing groups differed substantially in the domains of organizational values and goals, senior management involvement, broad staff presence and expertise in atrial myocardial infarction care, communication and coordination among groups, and problem solving and learning. Diverse protocols or processes for atrial myocardial infarction care (such as the use of rapid response teams, clinical guidelines, hospitalists, and medication reconciliation) were found in all organizations, although these traits did not systematically differentiate high-performing hospitals from lowperforming ones [53] . Last, these studies are connected with the research that aims to show that the mere presence of management practices does not assure better performance if it is not coupled with cultural and training efforts that enhance physician engagement in the management process [10, 27, [54] [55] [56] [57] .
The main message of all four strands of this literature is that management does have consequences for organizational performance but that in most cases these consequences are mediated by context.
Limitations of the Available Literature and Risks Faced by Further Research
The above review of the research on the relationship between management and performance in health organizations reveals the existence of evidence supporting a positive impact of management on performance. Several limitations of the current literature, however, should be considered. First, the evidence is mounting but remains far from conclusive. More specifically, some limitations of the research presented above are as follows:
À Some studies [10, 25, 27, [54] [55] [56] [57] are qualitative and descriptive rather than being based on empirical data. À In the quantitative studies [30] , the methods used to score management practices can be misleading. À In other analyses [27] , the causal relationship between the dimensions of management under study and performance is not demonstrated.
In addition, previous studies have demonstrated some of the risks that future empirical research will face. First, measures used to evaluate management practices may result from the attested presence of ''formal'' managerial roles, tools, and practices. This dynamic may be misleading because doctors may adopt formal managerial roles as part of a ''custodial'' strategy. In other words, doctors prefer to be appointed in a managerial role (e.g., head of directorate or department) in an attempt to maintain their professional autonomy, status, and power as well as the interests and conventions of their professional family of service 
providers, but they do not actually exercise the managerial tasks and practices expected from that role and do not use managerial logics and tools [58, 59] . In contrast, the measures used to evaluate management practices must be built on knowledge of, real involvement in, and commitment to managerial responsibilities. Second, causality cannot be easily assessed in this area of study. For instance, health organizations are often subject to profound external influences, and especially in NHS-based systems, their performance may be politically ''designed'' as a means of consensus building (given that health care organizations are subject to funding transfers from political authorities), which can shape an organization's financial performance.
Conclusions and a Roadmap for Future Research
As mentioned in the Introduction, cost reduction without regard to the outcomes achieved can be dangerous and self-defeating, leading to false ''savings'' and potentially limiting effective care and access. Thus, the future universality and sustainability of health systems is increasingly considered to be based on improving ''value'' in health care, defined as outcomes relative to costs [23] . The creation of value is strictly connected to the capacity to better manage the ''black box'' of health care processes. Consequently, more attention to measuring outcomes (the numerator in the value equation) is required, especially given their condition-specific and multidimensional nature. On the other hand, costs (the denominator) must be measured and managed with reference to the total costs of the full cycle of care associated with the patient's medical condition; it is insufficient to consider the cost of individual services. It is clear that addressing the value question requires us to tackle issues of artificial variability (e.g., unnecessary differences in therapies, the use of diagnostics, timing, pathways, resource utilization rates, and second opinions) [60] as well as defensive medicine [61] and cost-benefit decision making [62] . Not only are the architecture and governance of health systems at issue, but we must also consider the quality of the micromanagement occurring on the hospital or clinic floor (the so-called shop floor), where care and cure are delivered.
For the last two decades, most health systems have continuously reorganized their structures and governance, but such efforts will be insufficient unless they are accompanied by the clear long-term development of management capabilities [63] . What we need to know is how to increase, support, and direct investment in the development of management capabilities in health systems. The evidence that has been collected thus far, though far from conclusive-and limited in some respectssuggests that management does matter from a range of perspectives: performance seems to be correlated with management practices, leadership, manager characteristics, and cultural attributes that are associated with managerial values and approaches. Furthermore, there is evidence that health organizations run by doctors perform better than others. This evidence seems to suggest that clinician managers perform comparatively better than managers with other backgrounds. Clinician managers may also adopt a different perspective than do managers with business or other backgrounds. Such arrangements may be more successful because of the sensitivity to and knowledge of clinical decision making of the former [35, 40] .
In this light, given the current research and its limitations, there seem to be important directions for future studies to consider. First, the current stream of research must become more robust and the following three key questions addressed: Second, the above research will remain incomplete if it does not contain contextual analysis. Collaborative multidisciplinary studies that consider the context in their analysis of management are necessary to determine whether management issues can be disconnected from the organizational choices made by health organizations and from their cultures. On the other hand, especially within international comparative studies, scholars need to adopt a common framework for analysis in investigating the drivers of performance. In particular, this stream of research should answer the following research questions. Is the adoption of management practices determined by and which isomorphic factors [64] (i.e., coercive isomorphism that results from political influence and pressures exerted on organizations by other organizations upon which they are dependent, or mimetic isomorphism that push the organizations to model themselves imitating other organizations)? There could be a decoupling phenomenon for which organizations formally adopt managerial models and tools but do not actually implement these practices? Is it stimulated by financial or nonfinancial incentives? For instance, how important are 1) system governance (i.e., market pressure or incentives, the adoption of the clinical directorates model); 2) reform and theoretical paradigms (new public management or others); and 3) the relationships among key professions (nurses, doctors, administrative staff)? The new research should help us to understand to what degree an experience is particular to its individual context and how it can be exported. For instance, Switzerland, Italy, the United Kingdom, Germany, France, and Spain have different cultural traits, and even internally, each country contains diverse cultures. Thus, scholars have to study the development of medical engagement in management with reference to the cultural context at play.
Third, we must reconcile the studies on the impacts of leadership, management, and organizational culture. In this research field, there is a significant opportunity to bridge academia with practice. At a minimum, researchers who focus on this field and practitioners need to draw more effectively on each other's work, even if such collaboration is a significant challenge, as both groups have much to gain from each other. Such joint efforts could lead to renewed contributions by relevant research to health systems facing a challenging mission.
Future research in this field could be very useful to understand not only ''if'' but also ''how'' management could be the real keystone for pursuing the sustainability of health care systems (in particular, NHS and social insurance-based systems) that struggle to preserve or develop a real universal health coverage.
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